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CHAPTER I 
INTRODUCTION 
Significance of the Study 
For many decades the family has been the core of the community around 
which personal and social life revolved* Tet every year a certain group 
of persons must leave the family and become members of large impersonal 
institutions* These are the mentally ill, those who today occupy one- 
half of the hospital beds in the United States* New hospitals are being 
constructed and old ones are being modernized. However, the newest, most 
modern, cheerful hospital can never provide the advantages inherent in 
family life*^- 
Hand in hand with the improvement of hospital construction goes the 
search for new and better methods of treatment for the mentally ill* 
Enlightened progress in the field of mental hygiene has stimulated a 
trend away from institutionalization and toward placement of mental 
patients in the community utilizing facilities for living that are near¬ 
ly normal as possible* Some patients can return to their own homes, but 
for many there is no home; it is too far away or the conditions there are 
unfavorable for the return of a mentally ill patient* For these there is 
a growing resource, a happy substitute, namely, the Foster Home* 
Handsome, large institutions are no longer regarded as supplying the 
1 
Horatio M* Pollack, Family Care of Mental Patients (New York, 1936), 
p* liu 
1 
most desirable way of caring for the mentally ill. The deleterious effects 
of prolonged institutionalization on the individual personality have become 
more and more evident in recent years. Somehow the common experiences of 
neglect, illness or dependency, which caused individuals to be placed in 
institutions, do not help them live in love and affection. The lack of 
security in their fundamental human relationships caused much unhappiness 
among inmates, who react in various ways. Their reactions are intensified 
by their lack of individualization in treatment in the regimentation so 
difficult to avoid in institutional life.”*" 
In contrast, family care increases the measure of human happiness by 
restoring to normal life in a friendly world, and often to useful activity, 
people whom the monotonous frustration of institutional life has reduced 
at best to passive indolence and at worse to bitterness and rebellion. 
Family care is being utilized to provide an opportunity for mentally ill 
individuals to grow and develop in an environment in which useful life ex¬ 
perience predominate.^ 
The family care and regular trial visit programs are based on the 
well-established fact that home life is the natural setting of all people, 
that here family members can enjoy a sense of belonging. People need to 
feel that someone cares, and that is true to a larger extent of persons 
who have, for many years, become mentally ill. A wholesome family en¬ 
vironment doutlessly helps the patients adjustment to normal living.3 
1 
Helen Crutcher, Foster Home Care for Mental Patients (New York, 19UU), 
3 
In the village of Gheel, Belgium, the principal occupation is the care 
of mentally ill patients in family homes. This unusual service was the 
forerunner of family care for the mentally retarded. 
According to the legend, an Irish Princess, Dymphna, 
fleeing from her irate father, took refuge in Gheel in the 
year 853* She was pursued by the King's soldiers and be¬ 
headed. It was said that some "lunatics" who witnessed 
the scene were shocked into sensibility. The cures were 
considered miraculous, and Dympbna became a shrine. As 
rumors spread, hundreds of mental sufferers came to the 
shrine for help. There was no hospital in the small 
town and the kind-hearted villagers took the bewildered 
strangers into their homes.1 
Whatever the truth of the legend, it is the fact that Gheel provided 
for the mentally ill in private homes for hundreds of Tears. So far as 
we know, this was the beginning of family care. This remarkable service 
has continued through the centuries and is still growing. ? 
The famous colony of Gheel dates back to the sixth century and was 
not taken over by the state until the year 1852. The Scottish plan of 
boarding one or two patients in a boarding home was instituted in 1857* 
France in 1892, Switzerland in 1909, Germany in 1911 and other European 
countries at about the same time gave support to the method of caring 
for the mentally ill. In this country, Massachusetts, in 1885, was one 
of the first states to develop a successful plan of boarding mental 
patients in private families.3 
1 





Leo Maletz, "Family Care - A Method of Rehabilitation," Mental 
flygiene, XXVI (October, 19U2), jp. 59U. 
U 
The family care plan in the state of Massachusetts was the result of 
a long and hard battle that began in i860» There were only a few indi¬ 
viduals willing to speak out for the Family Care program» Dr» John P. Gray, 
of Utica asylum, although not in favor of placing patients in the home of 
strangers, carried on the policy of sending to their own families, when 
feasible, such quiet and hamless chronic patients as could freely leave 
the asylum» ^ It was felt that this successful policy by Dr» Gray moti¬ 
vated many individuals to believe that the Family Care plan being utilized 
in Gheel, Belgium could be employed in the United States to help alleviate 
the problems of the mentally ill in this country» Many individuals were 
sent to Belgium to study the plan that was employed by this small colony» 
The Family Care plan set up by Massachusetts was a rewarding and success¬ 
ful venture»^ 
The experience of Massachusetts was at least securing attention and 
awakening interest, although ten years later the Family Care plan had not 
found general favor in this country. Stimulated by the movement of the 
International Congress of Alienists who passed a resolution in 1902, "that 
Family Care should be applied in all its forms to the fullest extent," 
the New York Commission drew up a plan to introduce the Family Care plan 
in the state of New York» The bill was introduced in the Legislature, but 
it met with considerable opposition and was not urged to passage» So far 
as New York was concerned, and indeed the whole of the United States with 
1 




the exception of Massachusetts, the issue of Family Care was shelved* 
More than a quarter of a century elapsed before it was again considered 
in New York, with any degree of seriousness*^- 
In the thirties a sentiment in favor of Family Care developed in 
several states* In most of these states the annex system was used where¬ 
by patients were placed directly by institutions*^ 
In 1935, the states of Pennsylvania and New York officially adopted 
the Family Care plan* The state of Illinois, through its department of 
Public Welfare, began the placement of patients in families in 19Ul* 
Maryland and California adopted the plan in 19U9* 
There are thirteen states in the United States using the Family Care 
program on the state level* The total number of patients in Family Care 
as of June 30, 1958 was 9,313*^ 
In 1936, the Chief Social Worker at the Veterans Administration Hospital, 
Tuskegee, began such a program on a small scale growing out of the need to 
plan for those veterans who had received all of the treatment necessary* 
These veterans either were homeless, not wanted or understood by relatives, 
or their homes did not offer satisfying surroundings, either personal or 
1 
Horatio H* Pollack, “Brief History of Family Care in America,n 
American Journal of Psychiatry* CII (November, 19U5), p* 353* 
2 
Ibid*, p. 355* 
3 
Walter E* Barton, "Family Care and Outpatient Psychiatry,11 
American Journal of Psychiatry, CXV (November, 1958), p* 6ii3* 
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material* Before this time these patients had to remain in the hospital 
where much of what had been gained by treatment was lost*^ 
By 1 Sh9 the program at Tuskegee had become larger, so as to affect 
more and more veterans and a larger number of families in the conrnunity 
who felt they could offer the type of home situation in which the patient 
could make the greatest improvement* The Family Care program was fully 
adopted by the Veterans Administration in 1951 as a means of planning for 
patients who, for reasons stated above, could not return to their own 
homes. The Social Service Department of the Veterans Administration 
Hospital, Tuskegee, contributed largely toward better understanding of 
what Family Care can mean to the mentally ill* Those at the hospital 
and the community alike, who are giving patients kindness, understanding, 
and a rewarding family life may take pride in their improvement*^ 
The writer became interested in the Family Care program after a re¬ 
view of the related literature and an earlier attempt to stuty another 
aspect of this program* Since the Family Care program includes patients 
going to their own homes (Regular Trial Visit) and patients living in 
other persons' homes (Family Care) the writer felt that a comparison might 
lead to new and improved methods of administering the program. 
The mentally ill constitute a significant proportion of the handi¬ 
capped. There is a need for these persons to be included in broad oora- 
1 
Social Servit» Division, Family Care (February, 1953)» P* 3* 
2 
Ibid., p. 1* 
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munity efforts to changing the status of the handicapped from social and 
economic liabilities to that of productive and useful members of our 
society.^ 
Purpose of Study 
To compare the adjustment of patients in Family Care with those on 
Regular Trial Visit. 
Method of Procedure 
Library study, schedule and case study methods were the tools used 
for collecting data pertinent to this study. 
The library study method was used to obtain a background knowledge 
of the subject through a review of pertinent information. 
Separate schedules were used to obtain information from the Family 
Care and Trial Visit case records. These schedules include identifying, 
medical and social information, in additional schedule was designed to 
measure and compare the adjustment of the Family Care and Trial Visit 
patients. The cases selected were those which were active between 
January 1, 1959 and December 31, 1959. The study included twenty-five 
patients in Family Care and twenty-five patients on Regular Trial Visit. 
The cases were selected through sampling by regular intervals, every 
third case from a universe of eighty-seven Family Care cases and every 
sixth case from a universe of one hundred and fifty Regular Trial cases. 
1 
8 
Scope and Limitations 
The study was limited to Negro male patients who were placed on 
Regular Trial Visit and Family Care for the period beginning January 1, 
1959 and ending December 31» 1959* Further limitations included those 
who were placed within a three hundred mile radius of the Tuskegee 
Veterans Administration Hospital. No particular psychosis was studied 
as the sampling was taken from all active cases during the above period. 
The study was made during the investigator's six-month Field Work 
Training period. 
The limited experience of the writer was recognized, and as such, 
valuable help was gained franthe Family Care and Regular Trial Visit 
social workers. Psychologists and other personnel, qualified in making 
scientific studies were helpful in critically evaluating the research 
design. 
CHAPTER H 
DESCRIPTION OF THE SETTING 
History 
The United States Veterans Administration Hospital, Number 91» Tuske- 
gee, Alabama, now known as Veterans Administration Hospital, was con¬ 
structed In the latter part of 1921* The need for such a facility was 
recognized, when earlier that same year, a committee, appointed by the 
President of the United States, made a survey and found that there were 
no adequate facilities for medical care available to the more than three 
thousand Negroes from Southern States who had served in the world war. 
A reconrnendation was made that a hospital for the care of these veterans 
be erected; Tuskegee was selected as the most desirable area. 
The hospital was formally dedicated on February 12, 1921, and was 
opened for patients on June 15, 1923* at which time Dr. Robert H. Stanley 
was director. During that same year, the name of the hospital was changed 
to the Veterans Bureau Hospital, Number 91» in 1930, it was changed to 
the Veterans Administration Hospital. In 1933» when a 350 bed domiciliary- 
unit was opened, the hospital's name was changed to the Veterans Adminis¬ 
tration Home. The following year, it became known as the Veterans Ad¬ 
ministration Facility, and, shortly afterwards, the present name was a- 
dopted. 
Since the termination of Dr. Stanley's service as director, the hospital 
has been managed by Drs. Charles M. Griffith, Joseph H. Ward, Eugene Dibble, 
9 
10 
Jr., T* T. Tildon, and P, P. Barker.1 
Presently the hospital is managed by Dr. H. W. Kenney who assumed his 
duties on September 1, 1959 upon the retirement of Dr. Barker. Dr. Kenney 
was appointed staff physician on the medical service in September, 19U8. 
He resigned in May, 19U9 to serve an active tour of military duty. Dr. 
Kenney returned in April, 1953 as a part-time attending physician and 
consultant. In September, 1955 he was appointed Assistant Director of 
Professional Services, and in March, 1958 he was appointed Director of 
Professional Services .2 
Present Organization 
The hospital accommodates 1,812 patients. It is classified as neuro¬ 
psychiatrie since roughly about seventy per cent of the patient load con¬ 
sists of mentally and emotionally disturbed veterans of World War I, 
World War II and the Korean Conflict 
1 
Eugene Dibble, Jr. "A Paper on the Origin, Growth and Development of 
the Veterans Hospital" (Veterans Administration Hospital, Tuskegee, Alabama, 
19UU), p. 7. (mimeographed)• 
2 
"The Vegetee" (Veterans Administration Hospital, Tuskegee, Alabama, 
February 12, 1958), p. 3. (mimeographed). 
3 
Essie Morgan et al. "Social Service Manual" (Veterans Administration 
Hospital, Tuskegee, Alabama, N. D.), p. 3. (mimeographed); Letter from 
Essie Morgan. 
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There are twenty-eight wards allocated to those treatment categories 
of Medical, Surgical, Physical Medicine and Rehabilitation and Neuropsy¬ 
chiatrie Services, Patients are admitted on the basis of Medical and/or 
psychiatric evaluation of information on a form 10-P-10 or on the basis 
of examination if the patient comes to the hospital without having pre¬ 
viously submitted a request for hospitalization (10-P-10), Preference is, 
of course, given to Veterans having service-connected diagnoses and 
emergent cases, A patient may be denied admission or placed on a waiting 
list if he is determined not in need of hospitalization on the basis of 
his verbal explanation of symptoms and clinical examination. The patient's 
10-P-10 is classified in either of three categories (l) Rejected,—rNot 
legally or medically feasible; (2) Waiting List.—Not emergent, to await 
available bed space; or (3) Accepted, In any and all instances the 
veteran will be notified of the status of his application.^* 
There are two major divisions of the hospital, Administrative and 
Professional, The Administrative division includes the manager and de¬ 
partments of Engineering, Finance, Personnel, Registrar and Supply. In¬ 
cluded in Professional services division are Medical, including Tubercu¬ 
losis, Surgical, Nursing, Dental, Physical Medicine and Rehabilitation, 
Radiology, Nursing Education, Social Service, Vocational Counseling and 
Dietary Services,^ These services are directly responsible for the treat- 
1 
Ibid., p. U, 
2 
Ibid, See chart, pp, 22-23. 
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ment of the patient from the time of admission to discharge* In keeping 
with the interdisciplinary approach to treatment, each one offers service 
in terms of its functions* 
Social Work Service 
The Social Work Service Department performs the following functions, 
providing services through the practice of social case work in collabora¬ 
tion with ptysicians and other personnel by* 
1* Identifying (by means of interviews with patients, 
their relatives and others as well as correspondence) 
the social economic and emotional factors involved 
in the patient's illness affecting his readiness to 
use medical care to advantage, making available an 
evaluation of these factors to the physician for 
his use in the study and treatment of the patient 
as well as to other services of the hospital when 
their activities will be facilitated by an in¬ 
creased understanding of the patient's circum¬ 
stances and purposes* 
2* Assisting the patient and his family to handle 
problems in viewpoints, personal relationships, 
environmental, circumstances, financial needs, 
lacks in resources, and worries over such matters 
when these tend to retard prompt response to 
treatment, or cause interruption to it through 
absence and discharge against medical advice, 
prolong hospitalization through aggravation of 
symptoms or cause relapses and réadmissions* 
3* Assisting the patient in planning immediate and 
future activities following discharge and the ap¬ 
propriate use of available social and health a- 
gencies with a view toward facilitating prompt 
discharge upon completion of medical care, con¬ 
servation of health gains made, and attainment of 
optimum health and maximum self sufficiency and 
rehabilitation* 
U« Participating in the joint study and planning 
activities of the Medical Rehabilitation Board 
and Coordinating Social Service activities with 
Vocational Rehabilitation activities* 
5* Coordinating hospital and Regional Office Social 
Service activities in providing for assistance to 
patients* 
13 
6. Providing assistance for the after-care of patients 
in need of an examination at regular intervals and 
in the referral to suitable home community health 
agencies of patients who need out-patient care, but 
who are ineligible to receive it from Veterans Ad¬ 
ministration; interpreting to such agencies the 
patient's problems and the need of their services* 
7* Orientation and staff development programs, includ¬ 
ing (where these exist) social work students; par¬ 
ticipates in the educational programs for resident 
physicians, other personnel and volunteers, in 
order to develop their understanding of the social 
aspects of illness* 
8* Participating in social research in the health 
field, and collaborating with physicians in the 
social aspects of medical research* 
9* Participating with community agencies in recog¬ 
nizing and planning means of meeting unmet needs 
in community social health services essential to 
veterans in supplementing health gains through 
Veterans Administration resourses*! 
1 
Ibid*, pp. 5-6* 
CHAPTER III 
CHARACTERISTICS CF PATIENTS STUDIED 
Several tables have been constructed on such factors as marital 
status, age, income, education, occupation, war, diagnosis, frequency 
of supervisory contacts. These factors may give an insight into the 
functioning of these patients in their environments and into their role 
functioning outside the hospital. 
TABLE 1 
STUDY SAMPLE BY MARITAL STATUS 
Marital Status Family Care Trial Visit Total 
Single 19 13 32 
Married 2 11 13 
Widowed 2 0 2 
Separated 2 1 3 
Divorced 0 0 0 
Total 25 25 50 
Table 1 shows that 19 family care and 13 trial visit patients were 
single for a total of 32 of the 50 patients in this stufy. There were 
only two married patients in family care; on trial visit there were 11. 
There were taro widowed patients In family care and 2 separated, none 
divorced. Trial visit had none widowed, 1 separated and no divorces. 
1U 
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Although age alone is not a pertinent factor, it is usually related 
to the acquisition of role responsibilities, maturity, psycho-social ad¬ 
justment and the possible relationship of these factors to Schizophrenia. 
TABLE 2 
STUDY SAMPLE BY AGE 
Age Family Care Trial Visit Total 
25-29 1 3 4 
30-39 13 14 27 
40-49 9 7 16 
50-59 1 1 2 
60-69 1 0 1 
Total 25 25 50 
The table above shows that there was a considerable range in the 
ages of patients studied; the median age was 34* In our society, the 
average man at 34 is in a challenging period and he is the primary source 
of income. When this man is partially disabled by a chronic disease, 
there is an increase in stress, because he and his family members, in 
order to function on a p ersonal and socially accepted level, must make 
adjustments. Even when the average man is single, as in this study, he 
usually has the responsibilities of self-support and socio-culturally 
determined expectations. The youngest patient in this study in family 
care was 28, the oldest, 68, The youngest patient on trial visit was 
27 while the oldest was 65. 
The role of sociological factors in the development of schizophrenia 
16 
is poorly understood. We have seen that there is more schizophrenia in 
our culture than in certain primitive cultures, and within our own cul¬ 
ture there is a higher incidence in the poorer areas of our large cities.^- 
Recently, Hollingshead and Redlieh^ found schizophrenia to be eleven times 
more prevalent in the lowest socio-economic level than on the upper level. 
Apparently, the social disorganization in these poorer areas intensifies 
the personal problems of the individual, and also provides a social en¬ 
vironment in which no satisfactory conventional solution are available. 
TABLE 3 
STUDY SAMPUS BY EDUCATION 
Education Family Care Trial Visit Total 
Elementary m 111 28 
Junior High U 3 7 
High School 5 7 12 
College 2 1 3 
Total 25 25 50 
^James C# Coleman, Abnormal Psychology and Modern Life (Chicago, 
1956), p. 287. 
2 
A. B. Hollingshead and F. C. Redlich «Schizophrenia and Social 
Structure»» American Journal of Psychiatry, 110} 695-701, quoted in 
James C. Coleman. Abnormal Psychology ana Modern Life (Chicago, 1956), 
p. 287. 
1? 
Twenty-eight of the !>0 patients studied, lU family care and lli trial 
visit, had only an elementary education. Their lack of education limits 
them to the lower socio-economic level. Only 7 patients, k family care, 
3 trial visit, completed Junior High* Twelve patients finished high 
school family care 5>, trial visit 7* There were only 3 patients who 
had been to college, family care 2, trial visit 1. 
TABLE U 
STUDY SAMPLE BY OCCUPATIONAL CLASSIFICATION 
Occupation Family Care Trial Visit Total 
Unskilled Labor 23 22 U5 
Skilled Labor 2 1 3 
Professional 0 2 2 
Unemployed 0 0 0 
Total 25 25 5o 
As indicated, the figures show a total of U5 unskilled laborers, 
family care 23, trial visit 22. These figures further correlate the 
lack of higher education with low economic status. 
War demands an immense psychiatric toll. It is a truism that many 
factors in military life are far different from those found in civil 
life. These factors call for an active process of adjustment, and it 
is not strange that some men find themselves unequal to the strain and 
manifest it in varying psychological reactions. The loss of individuality, 
18 
for example, and the failure to have an opportunity for self-expression 
constitute a decided threat to the ego of the individual*^- 
In a combat situation, with the continual threat of injury or death 
and repeated narrow escapes, one's ordinary adjustive reactions are rel¬ 
atively useless* The adequacy and security feelings the individual has 
known in a relatively safe and dependable civilian world are completely 
undermined#* Faulty parent-child relationships, especially maternal over¬ 
protection, make one more vunerable. We have no record of predisposing 
factors of the veteran's illnesses, but they include wide range of situ¬ 
ations and conditions: separation from home, sacrifice of personal free¬ 
dom, isolation, frustrations of all sorts, domestic difficulties, and the 
degree of anxiety previously built up. 
Table $ shows that only one patient in each category was a veteran 
of World War I. The majority of patients in this study were veterans 
of Wqrld War II, 23 family care and 17 trial visit - a total of UO. 
This is as expected; World War II lasted longer, and more men were 
called to service than in World War I, and the Korean Conflict combined. 
There was only 1 Korean Veteran in family care and 7 on trial visit. 
Vinfred Overholster and Winfred V. Richmond, Handbook of Psy¬ 
chiatry (Philadelphia, 19U7), pp. 297-298. 
^Coleman, op* cit., p* 15U. 
1? 
TABLE 5 
STUDY SAMPIE BY WAR CLASS IFICATICW 
War Family Care Trial Visit Total 
World War I 1 1 2 
World War II 23 17 ko 
Korean Conflict 1 7 8 
Total 25 25 50 
The ftinds for payment of the patient* s room, board, other living 
expenses and incidentals during family care must be derived from his 
cam resources* The patient will need to have sufficient pension, com¬ 
pensation or other income to cover these expenses* In cases where the 
veteran's illness is rated service-connected and/or disabling enough, 
the veteran received monthly monetary benefits from the Veterans Ad¬ 
ministration (Compensation or pension)* These benefits are tax-free 
and In many cases, when the condition is rated service-connected and/or 
totally disabling, are valuable sources of Income to patients. It is 
necessary that there be an income for family care patients* 
The following table shews monetary benefits received from Veterans 
Administration by the patients in this study* 
This table shows that 2k of the patients received compensation, lk 
in family care and 10 on trial visit* A total of 19 patients received 
a pension, 10 family care and 9 trial visit. Of the patients in family 
20 
care, 1 received no monetary benefits* There were 6 patients on trial 
visit who received no benefits* In these cases the patient's family 
assumed the responsibility for care* 
TABLE 6 
STUDY SAMPLE OF MONETARY BENEFITS 
Source Family Care Trial Visit Total 
Compensation U* 10 2k 
Pension 10 9 19 
None 1* 6* 7 
Total 25 25 50 
*These patients may have a source of income other than compensation 
or pension* 
Although this study was not geared to a particular psychosis, 1*5 of 
the SO patients studied had the diagnosis of schizophrenic reaction* 
Schizophrenia is the most common form of psychosis* One person out of 
five admitted for the first time to a mental hospital is given this diag¬ 
nosis* Starting early in life, often during adolescence, and still more 
often in the decade of the twenties, it can wreck the person's whole 
adult career and prevent him from making a useful contribution to society* 
If spontaneous recovery does not occur, or if treatment is not successful, 
the patient may become a public charge for forty or fifty years. Because 
the disorder has a chance to last so long, schizophrenics accumulate in 
21 
mental hospitals and constitute something like fifty per cent of the 
patients at any given time.1 
Schizophrenia is a severe emotional disorder of psychotic depth 
characteristically marked by a retreat from reality with delusion forma¬ 
tions, hallucinations, emotional disharmony and regressive behavior* Some 
types of schizophrenia are distinguished as follows: 
Catatonic type: Characterized by marked dis- 
t urbane es inactivity with either generalized 
inhibitions or excessive activity* 
Hebephrenic type; Characterized by shallow 
inappropriate emotions and unpredictable and 
childish behavior and mannerisms* 
Latent type: A pre-existing susceptibility for 
developing overt schizophrenia under strong 
emotional stress or deprivation. 
Paranoid type: Characterized predominately by 
delusions or persecution and/or megalomania* 
Simple type: Characterized by withdrawal, 
apathy, indifference, and impoverishment of 
human relationships, but rarely by conspicuous 
delusions or hallucinations* It is slowly amid 
insidiously unresponsive to current treatments*? 
These were the major listed diagnoses on VA Form 10-2839» but nearly 
all of the 5>0 patients had more diagnoses than were shown on the following 
table* The various manifestations were listed as delusions, apprehension, 
hallucinations, disorientation, hyperirritability and withdrawal. 
The frequency of contacts is determined by such factors as the patient's 
condition and capacity to adjust, the attitudes of the relatives, and the 
skill of the persons in the hone. To ensure the adequacy of social 
^■Robert White, The Abnormal Personality (New York, 1956), p* 5UU* 
o 
American Psychiatric Association, A Psychiatric Glossary (New York, 
1957), pp. 58-59. 
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supervision throughout the family care and trial visit period, monthly 
visits to the patients may be required* During the early days of a pa¬ 
tient's trial visit or family care, these should naturally be more 
frequent.! 
TABLE 7 
STUDY SAMPLE BY DIAGNOSIS 
Diagnosis Family Care Trial Visit Total 
Schizophrenic Reaction 
Hebephrenic type 2 7 
Schizophrenic Reaction 
Catatonic type 7 3 10 
Schizophrenic Reaction 
Paranoid type 7 5 12 
Schizophrenic Reaction 
Undifferentiated type 2 U 6 
Schizophrenic Reaction 
Simple type 3 1 h 
Schizophrenic Reaction 
Mixed type 0 3 3 
Schizophrenic Reaction 
Latent type l 2 3 
Anxiety Reaction 0 5 5 
Total 25 25 50 
"Trial Visit Procedure in the Case of Patients with Psychosis, Im¬ 
proved, Who are Going to Hemes other than their Ora," Veterans Adminis¬ 
tration Technical Bulletin T« B. -33U, Washington, D. C,, May 29, 1953, 
p. 5* 
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Table 8 shore that all of the family care patients and eighteen 
trial visit patients required moderate supervision* This is a good 
indication that the majority of the patients, U3, are progressing satis¬ 
factorily, The seven trial visit patients who needed close supervision 
had been out of the hospital only a short period, 
TABLE 8 
STUDY SAMPLE BY FREQUENCY CF SUPERVIS CRY CONTACTS 
Contacts Family Care Trial Visit Total 
Moderate* 25 18 U3 
Close* 0 7 7 
Total 25 25 50 
*For definitions of these terns, see Appendix, p. h3 
CHAPTER 17 
THE ADJUSTMENT CF PATIENTS STUDIED 
The following tables are designed to compare the patients according 
to their diagnoses and the eight areas of adjustment which are as follows: 
(1) responsibility for the use of money, (2) personal appearance, (3) per¬ 
sonal habits, (U) vocational responsibility, (5) social group attendance, 
(6) social group participation, (7) responsibility for family and immedi¬ 
ate Associates and (8) interpersonal relationships.^ The writer will 
then compare the number of patients who have made a satisfactory adjust¬ 
ment in family care with those on trial visit. Of the nine items of 
factual information in Chapter III, the items significantly related to 
adjustment will be shown. 
Responsibility for the Use of Money 
Since the funds for payment of the patient’s roan, board, other living 
expenses, and incidentals during family care and regular trial visits must 
be derived from his own resources, the patient will need to have sufficient 
estate, pension, compensation, or otter income to cover these expenses. 
He should be aware that his funds, in the hands of the manager of the 
hospital, will be expanded for this purpose,^ 
Patients who do not handle their own money are placed in two cate¬ 
gories: (1) guardianship and (2) institutional award, A guardian is 
^■Louis E, Pinchak and Glen W, Rollins, "A Social Adequacy Rating 
Scale" Social Work, V, No. 2 (April, i960), 72. 
•, p. 3 • 
2h 
a person or corporation who, pursuant to a decree of a court of compe¬ 
tent jurisdiction, has the care of the person or property or both of a 
minor or mentally incompetent beneficiary or Veterans Administration. 
Incompetent hospitalized veterans in receipt of pension or compensation 
who do not have guardians receive these funds in an Institutional Award, 
an award of disability compensation, pension or retirement pay to the 
chief officer of Veterans Administration, state or private contract hospi¬ 
tal, on behalf of a veteran rated incompetent by the Veterans Adadnistrtion 
Office. The manager is responsible for funds of hospitalized veterans with¬ 
out guardians.^ Judgment will be required to determine whether, in the best 
interest of the patient, the monthly remittances to cover the cost during 
the patient’s family care or trial visit should be sent directly to the 
person into whose home the patient is released; or whether the patient 
should receive a separate check for his incidental expenses; or whether 
a single check covering all costs should go to the patient* One thera¬ 
peutic aim is to help the patient reach the point where he will be able 
to receive all his funds himself and attain a degree of community adjust¬ 
ment that will warrant hospital discharge *2 
An examination of Table 9 shows that seven family care and nine trial 
visit patients received a rating of poor since they are not considered 
responsible enough to handle their own money. Of the seven family care 
patients with a poor rating, six are guardianship cases and one received 
Veterans Acfainistration Hospital, Social Service Manual, Veterans 
Administration Hospital, Tuskegee, Alabama, p. 19. 
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an institutional award. Of the nine trial visit patients, five were guardian¬ 
ship cases and four received an institutional award. 
TABLE 9 
STUDY SAMPLE BY DIAGNOSIS AND BY 






G* S* P* G S P Tv 
Schisophrenic Reaction 
Hebephrenic type 1 2 2 5 12 0 3 8 
Schisophrenic Reaction 
Catatonic type 0 3 3 6 12 2 5 11 
Schisophrenic Reaction 
Paranoid type h 2 1 7 3 2 2 7 1U 
Schizophrenic Reaction 
Undifferentiated 1 1 0 2 2 11 k 6 
Schizophrenic Reaction 
Mixed type 0 1 0 1 0 0 1 1 2 
Schizophrenic Reaction 
Simple type 0 2 0 2 10 1 2 k 
Schizophrenic Reaction 
Latent type 0 1 1 2 0 0 0 0 2 
Anxiety Reaction 0 0 0 0 10 2 3 3 
Total 6 12 7 25 9 7 9 25 50 
^Throughout this study, GSGood, S=Satisfactory and PS Poor, 
Personal Appearance 
At the tine of placement of a patient, the hospital provides him 
•with a sufficient supply of clothing to meet his immediate needs. In 
27 
instances where the supply is not adequate, the social worker arranges 
to obtain the necessary articles. Those patients who do not have guradians 
have their clothing supply renewed from their funds at the hospital. Those 
with guardians receive money for clothes directly from the guardians at the 
request of the social worker who also gives advice regarding the clothing 
needs of patients.* 
TABLE 10 




Visit Total Total 
G S P F C G S P T V 
Schizophrenic Reaction 
Hebephrenic type 2 3 0 5 0 2 1 3 8 
Schizophrenic Reaction 
Catatonic -type 2 2 2 6 1 3 1 5 11 
Schizophrenic Reaction 
Paranoid type 6 1 0 7 3 h 0 7 m 
Schizophrenic Reaction 
Undifferentiated 1 1 0 2 0 3 1 U 6 
Schizophrenic Reaction 
Mixed type 0 1 0 1 0 0 1 l 2 
Schizophrenic Reaction 
Simple type 1 1 0 2 0 1 1 2 k 
Schizophrenic Reaction 
Latent type 0 2 0 2 0 0 0 0 2 
Anxiety Reaction 0 0 0 0 0 2 1 3 3 
Tôïâï 12 11 à 2Î> h 6 25 So 
^Social Service Division, op. cit.. p. 5, 
2d 
Table 10 shows only two family care and six trial visit patients who are 
making poor adjustments. One might speculate that the reason for the small 
number of family care patients having poor rating could be that while living 
in a home other than one's own, one might be more careful about his appearance. 











G S p F C G S P T V 
Schizophrenic Reaction 
Hebephrenic type 2 3 0 5 0 1 2 3 8 
Schizophrenic Reaction 
Catatonic type 1 2 3 6 0 3 2 5 11 
Schizophrenic Reaction 
Paranoid type 6 1 0 7 2 3 3 8 15 
Schizophrenic Reaction 
^^differentiated 1 1 0 2 1 2 0 3 5 
Schizophrenic Reaction 
Mixed type 0 0 1 1 0 1 1 2 3 
Schizophrenic Reaction 
Simple type 1 1 0 2 0 0 1 1 3 
Schizophrenic Reaction 
Latent type 1 1 0 2 0 0 0 0 2 
Anxiety Reaction 0 0 0 0 1 1 1 3 1 
Total $ 4 25 4 11 10 25 50 
Table 11 shows four family care patients with a poor rating compared 
with ten trial visit patients who were a bit more lax in their personal 
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habits* In the areas of Personal Appearance and Personal Habits, the 
patients in family care made a better adjustment than those on trial 
visit* 
Vocational Responsibility 
Vocational responsibility may not be a fair criterion for adjustment, 
as one might not expect a psychotic patient to sustain continuing employ¬ 
ment* It is a therapeutic aim, harever, to help the patient reach the 
point where he will be able to engage in productive work wherever possible. 
Table 12 shoirs that only three family care and one trial visit pa¬ 
tients received a rating of good* Of the three family care patients one 
had a Job as a porter, the second in a washateria and the third washed 
cars. The lone trial visit patient had a Job as a porter* The four 
family care patients and the three trial visit patients who received a 
satisfactory rating worked at odd Jobs, running errands and workirg on a 
farm* The majority of patients, eighteen family care and twenty-one 
trial visit, got a poor rating* We realize; of course, that many of the 
patients are not well enough mentally to sustain any kind of productive 
work* Those patients who have been most accustomed to working will most 
likely seek employment outside the home* 
30 
TABLE 12 







G s p F C G s p T V 
Schizophrenic Reaction 
Hebephrenic type 0 0 5 5 0 0 2 2 7 
Schizophrenic Reaction 
Catatonic type 0 2 3 5 0 0 5 5 10 
Schizophrenic Reaction 
Paranoid type 3 2 3 8 1 0 7 8 16 
Schizophrenic Reaction 
Undifferentiated 0 0 2 2 0 1 2 3 5 
Schizophrenic Reaction 
Mixed type 0 0 1 1 0 1 1 2 3 
Schizophrenic Reaction 
Simple type 0 0 2 2 0 0 1 1 3 
Schizophrénie Reaction 
Latent type 0 0 2 2 0 0 0 0 2 
Anxiety Reaction 0 0 0 0 0 1 3 h h 
Total 3 h 18 25 1 3 21 25 5o 
Social Group Attendance 
Social group attendance is linked with individual personality* Ifhile 
it is expected that all individuals interact within groups, there are 
varying degrees of interest in extending one's self for interaction with 
a group* 
The validity of using this criterion of adjustment may be questioned* 
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At this time, however, the writer feels this is a good criterion, for 
if a patient does rate good in this area, one can predict a good adjust¬ 
ment. Another element inherent in this area is time. The length of time 
the patient has been out of the hospital is significant, as many of the 
patients may not have been in the community long enough to establish any 
meaningful relationships outside the family home. 
TABLE 13 




Visit Total Total 
G s P F C G S P T V 
Schizophrénie Reaction 
Hebephrenic type 1 3 2 6 0 2 1 3 9 
Schizophrenic Reaction 
Catatonic type 0 1 k 5 0 2 3 5 10 
Schizophrenic Reaction 
Paranoid type U 2 1 7 0 5 2 7 Hi 
Schizophrenic Reaction 
Undifferentiated l 1 0 2 0 2 1 3 5 
Schizophrenic Reaction 
Mixed type 0 1 0 1 0 0 1 1 2 
Schizophrenic Reaction 
Simple type 1 0 1 2 0 0 2 2 h 
Schizophrenic Reaction 
Latent type 0 1 1 2 0 0 0 0 2 
Anxiety Reaction 0 0 0 0 0 1 3 h h 
Total 7 9 9 29 0 12 13 25 50 
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Table 33 shows that seven family care, but no trial visit patients 
were rated good* It seems that the patients in family care have made a 
much better adjustment in social group attendance as seven were rated 
good and nine satisfactory. One reason for this is that the family 
care sponsor tries to help the patient feel that he is a member of the 
family instead of a boarder. When the family has outings they include 
the patient and let him help with the arrangements* These are some of 
the suggestions listed in the family care phamplet given to the sponsor 
which may account for their conscientious interest in the patient* Trial 
visit, on the other hand, had no patients who were rated good and only 
twelve who rated satisfactory* There were nine family care patients who 
rated poor compared with thirteen trial visit patients. 
Social Group Participation 
Social group attendance and participation are closely aligned as one 
is complementary to the other. 
Table lit shows that seven family care patients got a rating of good 
while no trial visit patient got a rating of good; this is identical to 
Table 13* The similarity ends in the satisfactory category as six family 
care and eleven trial visit patients received this rating* There were 










G S p f (S G S^ p T V 
Schizophrenic Reaction 
Hebephrenic type 1 2 3 6 0 2 1 3 9 
Schizophrenic Reaction 
Catatonic type 0 0 5 5 0 1 2 3 8 
Schizophrenic Reaction 
Paranoid type 5 1 1 7 0 5 3 8 15 
Schizophrenic Reaction 
Undifferentiated 0 1 1 2 0 2 1 3 5 
Schizophrenic Reaction 
Mixed type 0 1 0 1 0 0 1 1 2 
Schizophrenic Reaction 
Simple type 1 0 1 2 0 1 1 2 h 
Schizophrenic Reaction 
Latent type 0 1 1 2 0 0 2 2 h 
Anxiety Reaction 0 0 0 0 0 0 3 3 3 
Total 7 6 12 25 0 11 lU 25 50 
Responsibility for Family and 
Immediate Associates 
The patient’s responsibility for his family vas determined, in the 
case of family care patients, by financial contribution and frequency of 
contacts such as letters and phone calls» These criteria may not be the 
most suitable but the writer feels that they are justified in that they 
examine the extent to which the patient shows responsibility to his family» 
3U 
An examination of Table 15 reveals that six family care and six trial 
visit patients were rated good* Nine family care and four trial visit 
patients were rated satisfactory, leaving exactly twenty-five patients 
with a poor rating, ten family care, fifteen trial visits* 
TABLE 15 
STUDY SAMPLE BY DIAGNOSIS AND BY 





Visit Total Total 
G S p F C G s p T V 
Schizophrenic Reaction 
Hebephrenic type 1 2 2 5 1 2 0 3 8 
Schizophrenic Reaction 
Catatonic type 2 2 2 6 1 0 3 h 10 
Schizophrenic Reaction 
Paranoid type 2 5 0 7 2 0 6 8 15 
Schizophrenic Reaction 
Undifferentiated 0 0 2 2 1 1 1 3 5 
Schisophrenic Reaction 
Mixed type 0 0 1 1 0 0 2 2 3 
Schizophrenic Reaction 
Simple type 1 0 1 2 0 1 0 1 3 
Schizophrenic Reaction 
Latent type 0 0 2 2 0 0 0 0 2 
Anxiety Reaction 0 0 0 0 1 0 3 1* u 
Total 6 9 10 25 6 U 15 25 50 
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Interpersonal Relationships 
A pamphlet given to the family care sponsor, that is, the person who 
accepts a patient in his home, explains the best way to help the patient 
feel comfortable in his interpersonal relationships. This is explained 
in the following manner i 
A patient should be made to feel like a member of 
the family instead of a boarder. It is felt that ask¬ 
ing him to help make decisions about things that direct¬ 
ly concern him will go a long way toward helping to cre¬ 
ate in him a feeling of being accepted and elimiate dif¬ 
ferences. Include him in friendly conversations about 
sports, movies, newspaper articles or such otter things 
that interest him. As far as possible when family out¬ 
ings like picnics and holiday activities are planned, 
include the patient and let him help with the arrange¬ 
ments. It is also felt that allowing him to make sug¬ 
gestions about the arrangement of his own room might 
help him to feel a part of the family. 1 
The above information is designed to help the patient as well as 
sponsor in achieving a harmonious relationship. In the selection of 
a home, the social worker helps the patient find a home which omets his 
needs, prepares him, his own family and the family with whom he will be 
living for the readjustment that may ve involved in his trial visit. An 
effort is made to secure the patient's participation in selection of a 
home to whatever degree possible as it is important to find an emotional 
and social environment where the patient will be accepted at the level 
on which he can function — an environment which will help him ultimately 
to find his own place in the community. 
Table 16 indicates that patients' interpersonal relationships received 
■*The Social Service Division, "The Patient—A Part of the Family Group," 
Family Care, Veterans Administration Hospital, Tuskegee, Alabama (February. 
1953), p. U* 
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fewer ratings of good than any other category* This is not favorable 
as interpersonal relationship is basic to the preceding seven areas of 
adjustment. In family care only one patient received a rating of good 
while trial visit got three* A satisfactory rating was given to eleven 
family care and thirteen trial visit patients, while a rating of poor 
was given to thirteen and nine respectively* This gives an overall in¬ 
dication of trial visit patients having a slight edge in this category. 
TABLE 16 







G S P F C G s P T V 
Schizophrenic Reaction 
Hebephrenic -type 1 3 1 5 1 2 0 3 8 
Schizophrenic Reaction 
Catatonic type 0 3 3 6 0 3 1 a 10 
Schizophrenic Reaction 
Paranoid type 0 3 a 7 1 a 3 8 15 
Schizophrenic Reaction 
Undifferentiated 0 0 2 2 0 0 3 3 5 
Schizophrenic Reaction 
Mixed type 0 0 1 1 0 0 2 2 3 
Schizophrenic Reaction 
Simple type 0 0 2 2 1 0 0 1 3 
Schizophrenic Reaction 
Latent type 0 2 0 2 0 0 0 0 2 
Anxiety Reaction 0 0 0 0 0 1 3 a a 
Total 1 11 13 2$ 3 10 12 25 50 
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Areas of Adjustment 
The eight areas of adjustment listed at the beginning of this 
chapter were classified and measured in terms of the patients’ diag¬ 
nostic categories* The following table 3hows the eight areas of ad¬ 
justment and hew well the patients adjusted in each area. 
TABLE 17 






Visit Total Total 
G S P F C G s P T V 
Responsibility for 
the Use of Money 6 12 7 25 9 7 9 25 5o 
Personal 
Appearance 12 11 2 25 k 15 6 25 50 
Personal Habits 12 8 ? 25 U 11 10 25 50 
Vocational 
Responsibility 3 k 18 25 1 3 21 25 5o 
Social Group 
Attendance 7 9 9 25 10 2 13 25 50 
Social Group 
Participation 7 6 12 25 10 11 h 25 50 
Responsibility 
For Family and 
Immediate 
Associates 6 9 10 25 6 a 15 25 50 
Interpersonal 
Relationships 1 11 13 25 3 13 9 25 5o 
Total Sh 70 76 200 U7 66 87 200 Uoo 
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Table 17 shows that, out of 200 possible responses, 27 per cent 
of the family care patients made a good adjustment compared with 23.5 
per cent of the trial visit patients. Thirty-five per cent of the 
family care patients made satisfactory adjustments compared with 33 
per cent of the trial visit patients* Thirty-eight per cent of the 
family care patients received a rating of poor compared with U3.U per 
cent trial visit patients. 
CHAPTER V 
SUMMARY AND CONCLUSIONS 
The purpose of this study was to compare the adjustment of patients 
in family care and of those on trial visit* This study was made at 
Tuskegee Veterans Administration Hospital, Tuskegee, Alabama* The sample 
included fifty patients who went on family care or regular trial visit 
for the period January 1, 1909 through December 31* 195>9* 
Family care existed many decades before it gained the acceptance and 
status it enjoys today* The development of home care and foster home care 
programs in many hospitals, federal, state and private, reflect their grow¬ 
ing value to hospital management* What is less well-known is the impor¬ 
tant fact that, in a well-administered program, a substantial degree of 
social and emotional rehabilitation is achieved by those severely handi¬ 
capped who are placed in homes appropriate to their needs* 
Tuskegee Veterans Administration Hospital, under the guidance of the 
chief social worker, was a pioneer in the foster home care program. Through 
the efforts of the chief social worker and staff, the program was a success, 
so much so that it was adopted by the Veterans Administration for use in 
Veterans Administration Hospitals throughout the country. 
The average patient in this study was single. Age was not found to 
be a pertinent factor as the patients* ages ranged from twenty-five to 
sixty-nine with an average age of thirty-four. The average patient in 
this study has a rural background with limited education and was an un¬ 
skilled laborer. The characteristics of family care and trial visit 
patients were very similar. The major illness was schizophrenic reaction, 
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Uo 
as forty-five of the fifty patients had this diagnosis* 
Examination of all eight areas of adjustment revealed that 62 per 
cent of the family care patients were rated good and/or satisfactoiy* 
Trial visit patients rated 56#S> per cent good and/or satisfactory. In 
family care, 38 per cent received a rating of poor compared with li3«5 
per cent trial visit patients. 
Overall, the family care patients made a slightly better adjustment 
than the trial visit patients. 
APPENDIX 
Ul 
DEFINITION OF TERMS 
1, The tern adjustment refers to the patient’s ability to shew 
responsibility to himself and others. The eight areas of adjustment 
used in this study are defined as follows :■*- 
Responsibility for the Use of Moneys—-The extent to which 
the individual is realistically responsible about his 
money, its source, and its use* 
Personal Appearance,—The extent to which the individual 
has been able to maintain the standards of his immediate 
environment as to eating, sleeping, and bathing. 
Vocational Responsibility,—The extent to which the indi¬ 
vidual has been able to maintain continuing responsiblity 
for productive work. 
Social Group Attendance.—The extent to which the indi¬ 
vidual assumes responsibility for attending social, récréa 
ational, religious and advocational activities. 
Social Group Participation,—The extent to which the in¬ 
dividual is responsible for emotional interaction in a 
social group. 
Responsibility for Family and Immediate Associates.—The 
extent to which the individual shows responsibility for the 
rights and well being of members of family and immediate 
associates in his environment at home, at church, on the 
job, and so on. 
■*Pinchak and Rollins, op. clt., p. 3. 
h2 
U3 
Interpersonal Relationships «—The extent to which the in¬ 
dividual maintains sustained relationships with others, 
. *\ 
on a person-to-person basis, demonstrating personal-emo¬ 
tional involvement. 
2. The term patients refers to those individuals who have been 
treated for mental disorders and who, as part of the treatment procedure, 
are allowed to go on regular trial visit or family care# 
3. The term regular trial visit refers to the trial period granted 
to a patient considered sufficiently recovered to live with his own 
family. 
U« The term family care refers to the trial visit procedure in¬ 
volving the placement of patients with psychosis, improved, in homes 
other than their own. 
5# The term supervision refers to the conscious direction of the 
patient, by the social worker, towards pre-determined goals. Supervision 
deals with inner stress primarily as it is reflected in external behavior, 
it also helps the patient use his personality strengths and potential 
capacities toward an improved adjustment to the external realities of his 
life situation. 
6. The term good indicates that the patient shows responsibility 
with irregular exceptions and sometimes needs supervision. 
7* The term satisfactory indicates that the patient shews frequent 
responsibility, but still needs supervision. 
8. The term poor indicates that the patient occasionally shows 
responsibility and needs a great deal of supervision. 
It is desirable that the trial visit social worker visit the patient 
hh 
at least once every ninety deys and the family care social worker once 
per month. There are times* however, when it is necessary for the worker 
to visit the patient more than the normal amount of times. The frequency 
of supervisory contacts are to be measured and the terms used to measure 
these contacts are defined as follows* 
1. Close - When it becomes necessary for the social worker 
to visit the patient more than the prescribed amount of 
times. 
2. Moderate - Regular visits made by the social worker* 
SCHEDULE I 
FAMILY CARE 
SCHEDULE FOR OBTAINING INFORMATION FROM RECORDS 
R#  
PATIENT'S NAME DATE OF BIRTH , 
MARITAL STATUS? Single Married Divorced Widowed 
Separated 
RELIGION: Protestant Catholic Other  
EDUCATION: Elementary Junior High High School College 
Other 
OCCUPATIONAL CLASSIFICATION: Unskilled Laborer^ Skilled  
Professional Other  
LENGTH OF MILITARY SERVICE  
VETERAN CF: WI WWII Korean Conflict Peacetime 
DATE OF ADMISSION TO HOSPITAL  
MAJOR DIAGNOSIS  Other Diagnoses  
LENGTH OF HOSPITALIZATION PRIOR TO ENTERING FAMILY CARE  
AGE CF PATIENT ON ENTERING FAMILY CARE DATE  
PRESENT STATUS: Returned to the Hospital Still in Family 
Care  
DISCHARGED FROM FAMILY CARE  
PRESENT INCOME  SOURCE  
CONTRIBUTION TO PATIENT'S FAMILY  
FREQUENCY OF SUPERVISORY CONTACTS: CLOSE MODERATE 
SCHEDULE II 
TRIAL VISIT 
SCHEDUIE FCR OBTAINING INFORMATION FROM RECORDS 
H#  
PATIENT’S NAME  DATE OF BIRTH:  
MARITAL STATUS: Single Married Divorced Widened 
Separated  
RELIGION: Protestant Catholic  Other  
EDUCATION: Elementary Junior High High School  
College _________ Other __________ 
OCCUPATIONAL CLASSIFICATION: Unskilled laborer Skilled  
Professional Other  
LENGTH OF MILITARY SERVICE  
VETERAN OF: WWI TNWII  Korean Conflict Peacetime  
DATE CF ADMISSION TO HOSPITAL  
MAJOR DIAGNOSIS OTHER DIAGNOSES 
LENGTH OF HOSPITALIZATION PRIOR TO TRIAL VISIT  
AGE CF PATIENT BEGINNING TRIAL VISIT Date  
PRESENT STATUS: Returned to Hospital Still on Trial Visit 
Discharged from Trial Visit  
PRESENT INCOME  SOURCE   
CONTRIBUTION TO PATIENT'S FAMILY  
FREQUENCY CF SUPERVISORY CONTACTS: Close Moderate 
h6 
SCHEDULE III 
SCHEDULE FCR MEASURING PATIENTS* ADJUSTMENT* 
Responsibility for the Use of Money: Good   Satisfactory  
Poor  
Personal Appearance: Good Satisfactory _______ Poor  
Personal Habits: Good Satisfactory Poor  
Vocational Responsibility: Good Satisfactory Poor __ 
Social Group Attendance: Good ______ Satisfactory _____ Poor  
Social Group Participation: Good Satisfactory Poor 
Responsibility for Family and Immediate Associates: Good  
Satisfactory __________ Poor  
Interpersonal Relationships: Good Satisfactory Poor 
*Louis E. Pinchak and Glen W# Rollins, "Social Adequacy Rating 
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